N o one can be an alcoholic by himself. This may seem contrary to "common-sense" observation. The lonely alcoholic sitting at the end of a public bar; the shabbilyclad drunk shivering on a park bench; a rich Madison Avenue socialite, forgotten in her plush-but-empty-ofhumanity apartment -certainly these well-known types appear to be "by themselves." But this frequently seen isolation and desertion by family, work associates and friends comes after a long hi~tory of drinking episodes and interactions with others which produced anger, hostility and alienation.
In most instances when treatment has been available (and as you well know, in a large percentage of instances it is not available at all) the choices open to the drinking person followed an individually-oriented, medical model. Certainly, in historical perspective, this was a step forward. Viewing the alcoholic as someone with a disease, someone sick, was far better than ignoring him, jailing him or ostracizing him from "respectable" society in a hundred other ways.
But. I would like to suggest that the disease model of alcoholism has served its usefulness, and now is the time to move forward to still more useful explanatory theory and treatment models.
Old Models
The medical model assumes that the alcoholic is sick, and procedes to treat him as if his disease were an entity within the confines of his body. In the best medical settings, he is dried out, mega-vltamined-up. perhaps put on an Antabuse regime and sent home. This is far better than the fate of alcoholics of a generation ago. who were not even allowed into respectable medical settings. In the old days. hospital administrators were very fearful of admitting alcohlics. Finding these fears groundless (Alcohlics do not tear up the place, destroy the hospital's Occupational Health Nursing, April 1973 image or raid narcotics cabinets nor do they break into pharmacies' supplies.) administrators. now enlightened. admit them and pave the way for modern medical treatment. Physicians. however. continue to dislike alcohlics for a variety of reasons. First. perhaps, is that they don't stay "cured." A recent plea in the AMA News by the Director of the National Institute on Alcohol Abuse and Alcoholism is for physicians to not be discouraged by such "lapses." Secondly is the fact that they don't follow directions, nor do they keep appointments. They do pay their bills, however, or payment comes from insurance plans or social agencies. so the old economic turn-off is no longer relevant.
The medical model is the framework when the alcoholic decides or is pushed into traditional. individual psychotherapy. One-to-one encounters with a therapist and patient in an interview situation certainly. too, are far better than the old days, when there was no help at all. Traditional, individual psychotherapy, however, enlightened as it may be. is notable for its lack of success. Just as physicians don't like alcoholics as patients. therapists don't like them either as clients!! Several studies have indicated that alcoholics are at the bottom of the list of clients with whom therapists like to work. (In a study I conducted about five years ago, professionals reported that they would prefer being labeled "mentally ill" to being labeled "alcoholic." Some of these professionals were psychotherapists; some worked at the Rutgers Alcohol Center; some were psychiatrists in a county hospital.
Both of the approaches mentioned focus on the alcoholic as the problem. or on him as if he (or his intrapsychic self) were the problem. Even Alcoholics
Anonymous. which has groups for family members (for instance, teen groups and wives' groups). for the most part uses its energies by focusing on the drinking person.
Newer Models -The Systems Theories
Since the mid-1950s, however, a new group of therapeutic approaches has been developed, using social systems theories as the base. The major difference is in viewing a system, rather than the drinking individual, as the problematic unit. The most relevant social system for the person who develops a pattern of alcoholism might be his family of origin, his family of procreation, a subgroup of adult siblings, or a peer or colleague group at work. The alcoholic, although he ends up as an isolate, does not start out as one.
At the turn of the century, family members of an alcoholic were regarded as either irrelevant to the identified patient's problem with drinking, or as innocent victims of a disorganized, weak-willed, irresponsible, overly-dependent or just-plain-sinful person. Alcoholics were not alone in this situation; the same thinking was the order of the day about schizophrenics and their families.
Families hid drunkards. Police controlled them. Clergymen tried to reform them.
When the view shifted toward considering alcoholism as a disease, this generated an interest in research efforts to discover the etiology, course and suitable treatment modes. Members of the alcoholic's family took on a new light -as possible "causes" of the problem rather than the victims. Occasionally the ideological pendulum has swung so widely that the research reports appear to exonerate the alcoholic, having him emerge as the innocent victim of castrating wives, domineering mothers or unappreciative children.
Applying principles of systems theories to the study of alcoholic interactions within social systems will help to bring this widely-swinging pendulum back to a middle ground. The alcoholic is neither a victim nor a victimizer when systems analysis is used. Drinking behavior is viewed instead as a signal of system disruption. This signal of disruption then leads the analyst to such questions as: What contracts among the parties have been violated? Why did the "quid pro quo" arrangement disintegrate? Who violated whose boundaries or decisionmaking territory? What is the covert to overt ratio of communications within this system? At what point did disequilibrium occur? What are the re-equilibrating mechanisms? Why do they fail? At what point does the signal become obvious to observers, and so on. These identical questions are asked in family or marital therapy where there is no alcoholic member. Alcoholism is seen as but one variant of a whole group of system troubles.
Systems analysis requires viewing persons within a social unit as sub-systems of the larger entity. The primary, guiding principle is that the sum of the parts equals more than the whole. In other words, the totality of a family, as an operating system, is more than simply an additive sum of X number of parts or persons. Families are composed of internal dyads, triads and more complex groupings which constantly shift and change. When a family or social system is in equilibrium, these complex, 28 internal sub-system workings and decision negotiations go on smoothly. Quid pro quos are operative. Boundaries are protected or re-negotiated smoothly. Decisions get made and acted upon. Only when some violation of the operating order occurs does disruption escalate to the point where the disequilibrium is so severe that outside help is needed to restore parts to some workable new interactive mode.
This very brief overview of the systems perspective quickly highlights the differences between the old medical models and the newer social systems models. In the newer therapeutic approaches, alcoholics are viewed as signalers of some system distress. They are neither blamed for the disruption nor are others blamed for their (the alcoholics') pain and suffering. No blaming is allowed. Instead, the total system is seen as the troubled unit, and solutions at the system level, not the subsystem-person level are sought.
People who have worked with alcoholics have known, in a very pragmatic way, for a long time, that alcoholics cannot be steered toward a newer, more useful, productive and satisfying life style without considering the interpersonal surrounding environment. What systems analysis does is to provide the conceptual framework within which the therapeutic approach can be developed.
Research Directions and Outcomes
In the literature, there are many reports illustrating that clinicians possessed this pragmatic knowledge of networks surrounding the alcoholic. For instance, it is frequently noted that wives seem to "need" a drinking husband; their efforts to keep him drinking are offered as proof of this need hypothesis. Such hunches are on the right track, but simply haven't looked widely enough to encompass the total system of which the alcoholic is part. When just the wife-husband dyad is considered, the coalitions with in-laws and children are missed. Also, if only family networks are considered, the very important work world and its inputs, demands and expectations are missed.
If researchers listened more to clinicians, some of the research direction would have had a totally different look. The still-present trend is to look at statistics of only the identified patients, alcoholics, as a group, or only at the collectivity of wives of alcoholics, as a group. Even this over-focused approach has helped, however, to dispel some long-cherished myths. Beginning about ten years ago, quantitative studies have effectively destroyed the oversimple characterization of alcoholics as a "marginal, undersocialized and relatively homogenous group of derelicts and chronic offenders." I As middleand upper-class alcoholics have been studied, through samples obtained from hospitals and private practitioners, this old stereotype has yielded. The age at marriage and probability that marriage will occur is the same for alcoholics and non-alcoholics in middle-and upper-class groups. Alcoholics, however, do have a higher proportion of broken marriages than agecomparable males in the general populatlon,s
Examples of Systems Approaches
In the last decade, a variant of the systems approach has become increasingly popular clinically. Among the names under which it is practiced are "transactional analysis" and "games." In Eric Berne's analysis of the game, alcoholic, he suggests that there is no "alcoholic" per se, but simply a role, alcoholic.e If a biochemical or physiological abnormality is the prime mover in excessive drinking -and that is still open to some question -then its study belongs in the field of internal medicine. Game analysis is interested in something quite different -the kinds of transactions that are related to such excesses. Hence -the game, "Alcoholic." • This is conceived as a five-handed game, although roles may be condensed into two hands. The central role is "Alcoholic," played by the labeled drinking person. The chief supporting role is Persecutor, usually played by the spouse. Next is Rescuer, usually played by someone of the same sex, often the "good family doctor who is interested in the patient and also in his drinking problem." S (Ironically, it is not infrequent that when the Rescuer has achieved a long, dry success with his protege, and they congratulate each other, the next "move" is a really wild drinking bout.) Rescuers may be individuals or organizations, such as A.A. The fourth role is Patsy or Dummy. The Patsy gives money, food, affective support. Sometimes "Patsy" becomes "Agitator" one who supplies without being asked. The final role is Connection, the source of supply.
The ancillary professional in all drinking games is the bartender or clerk. He is the Connection. The difference between the Connection and the other players is the difference between professionals and amateurs in any game; the professional knows when to stop." Roles may be doubled up; Persecutor and Rescuer may be embodied in Wife, for instance. The importance of this analysis is that it expands the thinking, the investigating and the strategizing from an individual approach to a network approach.
The utility of the games approach is that otherwise ignored outcomes, variables or consequences are brought to light. Berne suggests that the Payoff in "Alcoholic" (as is characteristic of games in general) comes from the aspect to which most investigators pay least attention. In analyzing this game, drinking itself is merely an incidental act leading to a significant culmination, the hangover. Dynamically it is similar to the game, Schlemiel: the mess-making, which attracts or obtains from the interactor Forgiveness, the real Payoff.
The hangover. then, is the currency whereby the alcoholic buys, or attempts to buy (he is frequently not successful) concern, consideration and forgiveness from others. There are other sub-games played by drinkers. "Martini" (how many drinks and how were they mixed) is usually played by social drinkers. Alcoholics may play Occupational Health Nursing, April 1973 "Martini" but usually prefer a hard round of psychological "morning after" (Let me tell you about my hangover.). Implications for therapy are clear-cut. The concentration needs to be aimed not on the drinking, nor on pre-conditions to the drinking, but rather on investigating the morning after, the self-indulgence in self-castigation which calls out, in others, first forgiveness, then later anger at being repeatedly "used" and manipulated.
That this approach has validity is born out by the fact that the same network dynamics can be played without a bottle. In the trade, we call it "Dry Alcoholic." There is the same cast of characters, the same sequence of moves, the same mess-making, the same bids for forgiveness after a self-produced disaster. Hard core games analysts would insist that there is no true game cure unless the former alcoholic demonstrates his ability to drink socially without putting himself in jeopardy. The popular "total abstinence" cure will not satisfy the requirements.
To cure an alcoholic system, the signaler or alcoholic must stop playing the game, and stop switching among roles, which is a frequent side-stepping of a real cure.
The whole network has to shift to new games with new rules and new roles. Since the alcoholic quakes in fear of intimacy, finding non-fear-laden substitutes for interrelations is very difficult. Often the so-called cured alcoholic is tremendously dull company, not at all socially perceptive, interesting or stimulating. The temptations, thus. to play the old, familiar, comforting game are great. At about the same time when the early articles on family therapy were being published, several classic articles on alcoholics and their families saw the light of the press. Macdonald, in 1956, reported that of 18 women admitted to a state hospital, and giving a history of excessive drinking on the part of their husbands, later 11 emerged as "subjects of long-standing and quite severe character disorders who nevertheless had shown no signs of decompensating during many stormy years of marriage to an alcoholic. When their husbands' excessive drinking ceased ... they broke down rapidly." 7 These instances while puzzling at first, give support to the thesis that the crucial factor is maintenance of a dynamic equilibrium within a system. When anything interrupts this state of affairs -that eve~t being of a positive or negative nature -a new system functioning must result if sub-systems are to survive.
Pattison, in 1965.' reported on the treatment of alcoholic families with nurse home visits. This was a pilot project, with a small sample, wherein public health nurses saw the family as a unit. This was one of the first efforts to involve, systematically, the total alcoholic family rather than the identified patient.
Therapeutic variations on seeing a single family with an alcoholic member as a unit include multifamily approaches. In such instances two or more families, with one or more alcoholics in each unit, are seen together in a large family-group setting. Other therapists prefer a combination approach -seeing the alcoholic as the identified patient, but also using conjoint family therapy and group therapy as active therapeutic processes.
Are We On The Right Track? Jackson, in a review article on "Alcoholism and the Family," extends a word of caution:
Research on alcoholism and the family has suffered from the premature application of complex research methods on one hand, and from a lack of concern for scientific method on the other. The laller approach leads to anecdotal articles and case reports, or to theoretical formulations which fail to specify the behavioral evidence on which they are supposedly based. The former yields information which is seductive in its precision but often misleading in its formulation. The fact is that the range of behavior encompassed by the term alcoholism has not been adequately described, nor has that of the alcoholic's family.'
Beyond that, systems theory as applied in the social sciences still has more doubting Thomases than advocates. Family therapy, as an application of systems theory, fares little better in the popularity polls. Despite the fact that family approaches appear to have much credibility, and despite its present wider acceptance, it is still resisted strongly by the older, more conservative, individually-trained segments in the behavioral professions. Family orientations are taught in only a few centers as a or the major psychiatric mode. It is the younger professionals, and those to whom interdisciplinary practice is not a threat, who currently use, are interested in and practice family approaches. A family focus is "at home" in community psychiatry.
At the moment, practitioners rather than researchers are providing the data which seem to be saying that these newer approaches will gain momentum. Industrial nurses who work with alcoholics daily, and who previously experienced great frustration, are reporting changes in managerial policy and in rehabilitation rates for alcoholics.
Trainees in the special counselors' project at the Rutgers Center for Alcohol Studies are perhaps my best informants. For the past two years, each new group of trainees (many of them classifying themselves as recovering alcoholics) give me validation feedback when I discuss these new approaches. My discussion of marital networks, contracts, and social system functioning is met with hearty "Right ons!" In rap sessions after class, several of them have been very enthusiastic about extending their approaches to entire communities, rather than staying with smaller social units. I agree that that's the growing edge of theoretical and therapeutic developments in coping with and "getting on top of" alcoholism.
